Background While the use of emergency contraception (EC) is becoming more widespread in Australia, little is known about the reasons for, and the social context of, this use.
Introduction
"In the last decade of the 20th century, emergency contraception (EC) emerged from being the 'best-kept secret' in contraception to become "one of the hottest topics in reproductive health." 1 Dedicated products are registered in over 80 countries worldwide. 2 Awareness of EC ranges from around 50% in the USA to over 90% in the UK according to Ellertson et al. 3 and is higher among younger women than older women. There is also large variation in the proportion of women who have used EC, ranging from 1% of men and women over the age of 18 years in the USA 4 to 12% of 16-49-year-old women in the UK 5 and 19% of 16-59-year-old Australian women. 6 There is evidence that EC is becoming a valuable technology in the contraceptive repertoire available to women in the 21st century in some developed countries. In the last 30 years, condom use has been promoted in the context of disease prevention and has become a preferred contraceptive for a significant number of women, especially young women. [NB. Some 53% of 16-19-yearold women exposed to the risk of pregnancy in a representative sample of Australian women were using condoms. 7 ] Given the failure rates associated with contraceptives in general, and with condoms in particular, EC is an important backup for women following exposure to a pregnancy risk. A recently published Australian survey reported that 19% of 16-59 year-old women and 40% of 20-29-year-old women 6 had used EC. These figures imply that it is critical to understand EC use if we are to provide appropriate and adequate services for users.
Conversely, Ellertson et al. suggest that: "emergency contraception seems to be singled out for special scrutiny and mistrust among other public health 'back-up' options (e.g. having a fire extinguisher in the home, wearing a seatbelt in the car) to the point that some providers are reluctant to pass the message along at all". 3 So the fact that EC acts after intercourse, rather than before, continues to affect its acceptance as a strategy for preventing pregnancy in many settings.
Published quantitative research has addressed the uptake of EC by assuming that with increased knowledge and a positive attitude, appropriate use of EC will increase. Studies have reported significant misperceptions about EC both amongst users 8 and providers. 9 Boonstra 10 summarises the major misperceptions as follows: "that emergency contraception is something new and untested or inherently unsafe, and that it is comparable to an abortion". The assumption in most research is that these misperceptions could present a significant barrier to the uptake of EC. However, studies of women undergoing termination of pregnancy often reveal high levels of knowledge of EC, 11, 12 suggesting that other factors may play a more significant role in women's decision to use EC.
The literature that deals with users of EC shows that the most common reason for women needing EC is condom failure, followed by missed oral contraceptive pills and no contraceptive or withdrawal. [13] [14] [15] [16] [17] The present study was designed to examine the situation that led to needing EC, the decision and experience of using it and the consequences for contraceptive use, in order to enhance our understanding of, and our capacity to, optimise the use of this technology. J Fam Plann Reprod Health Care 2005: 31(4)
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Methods
Users of EC were recruited through three sites in metropolitan Melbourne, Australia: a family planning clinic, a sexual health centre and a hospital emergency department. Data were collected prior to EC receiving marketing approval (this occurred in July 2002). At the time of data collection, EC was provided 'off-label', meaning that oral contraceptive pills were prescribed for a purpose other than that for which they had been approved. Sites offered both the Yuzpe method and the progestogen-only method. At each site, providers of EC offered all users a flyer inviting them to join the study and interested participants left their contact details in a secure box in the clinic. Participants were contacted 2 weeks after the date of their consultation and were invited to be interviewed about their experience of using EC. A total of 32 interviews were conducted between August 1999 and October 2000 in a variety of settings (homes, cafés, parks, etc.). The demographic characteristics of the participants are summarised in Table 1 and indicate  that this sample fits the profile of users from the literature: young, educated and in a relationship. 13 Interviews were semi-structured, focusing on several key areas: the situation that led to the need for EC, the experience of using it, and contraceptive decision-making before and after the event. As so little is known about the experience from women's perspective, qualitative methodology was used to allow themes to emerge from the data, rather than being imposed prior to data collection, through the use of a structured questionnaire. I referred to EC as 'the morning after pill' in interviews as this was the term most familiar to women, and the term they seemed to favour.
Interviews were transcribed verbatim and any identifying information disguised. All transcripts were read until several key themes could be identified by the author. From these themes a coding framework was constructed, comprising different concepts that were consistently raised throughout the interviews. Sections of the interviews were then grouped under the relevant codes and further analysed. 18 Themes explored included reason for needing EC, decision to use EC, access, information sources, perceptions of EC, previous use or non-use of EC, and a range of themes on contraceptive decision-making including consideration of sexually transmitted infections and plans for future childbearing. Rather than present a summary of each theme covered, it seemed more useful to present an analysis of women's use of EC. Based on my analysis and interpretation of the women's stories, I have defined four 'types of users' of EC. Excerpts from transcripts are used to illustrate each of the different types of users. Other aspects of the analysis will be reported elsewhere.
While women's accounts sometimes indicate a misperception regarding either contraception or the use of EC, I did not specifically analyse these misperceptions for the purpose of this article, as I was more interested in women's decision-making processes than whether the information they relied on was strictly correct. I did, however, answer any questions women had, offered them information and advice at the conclusion of the interview where appropriate, and encouraged them to use the services available in Melbourne where necessary.
I entered this research with a desire to offer the women respect for the knowledge they had and the decisions they made, but also to allow for the possibility of failure and confusion in their fertility management. Most importantly, I wanted to offer them the opportunity to tell the whole story as they recalled it. This political stance has no doubt impacted on the way I approached the interviews, and the way I analysed the interview data.
Ethics approval for this study was obtained from La Trobe University, The Department of Health, Family Planning Victoria and the Royal Women's Hospital.
Results
Contraceptive data collected from the women ( Table 2) reveal behaviour consistent with previously reported findings on users of EC in that the majority had been relying on condoms. [13] [14] [15] [16] [17] It became clear from the interviews that the use of EC involved much more than a simple failure of contraception. Using EC arose out of a number of interrelated decisions made by women, and had different meanings for women. The four subtly different 'types of users' defined in this research are: 'controllers', 'thwarted controllers', 'risk takers' and 'caught short'. The following categorisation of users of EC reveals differences but also commonalities among this group of women. All were attempting to control their fertility, and all had experienced failure of a form of contraception.
Controllers
I defined 'controllers' as women who desired a high degree of control over their fertility and were uncomfortable taking a risk that may lead to pregnancy. Women in this category explained that the use of EC was a sign that their contraceptive strategy was inadequate. These women all responded to the experience by increasing their level of contraception. Five women were relying solely on condoms and had experienced condom failure; two were using the pill and were prescribed antibiotics without being cautioned that the antibiotic may interfere with the efficacy of the pill. Unlike other women interviewed, these women felt action needed to be taken to lower the likelihood of needing EC again. All five women who had been relying on condoms planned to begin using the pill following this incident. The following quote from Rebecca illustrates the need for control and the shift from using only condoms to using condoms and the pill. [NB. In all the quotes that follow, the symbol // denotes that a large part of irrelevant dialogue has been removed.] Rebecca is a 21-year-old student and part-time worker who lives at home and has been in a relationship for 3 months. Rachel and Anna each told a very similar story to Rebecca. They were aged 18 and 20 years, respectively, and when starting their relationships had chosen to use condoms. The experience of needing EC prompted them to adopt the pill as well to further protect themselves from the risk of falling pregnant. Indira and Jo were older (32 and 29 years, respectively) and had used the pill previously but both were relying on condoms in the short term for different reasons. Both quickly found this was inadequate and resumed their use of the pill.
Also included in this group were Isobelle and Grace, both aged 23 years. They had both been prescribed antibiotics by a general practitioner, and remembered the next day that this may interfere with the effectiveness of the pill. Neither had been warned of this by their doctor, and both were unhappy that they had been placed in this position.
Thwarted controllers
The second group identified was the 'thwarted controllers'. These seven women have been defined as 'thwarted controllers' because they were similar to 'controllers' in that they were uncomfortable needing EC but were thwarted in one way or another in their attempts to avoid needing EC in the future. For five women there were medical reasons that prevented them from adopting a more effective contraception strategy, and for two women work or relationship issues limited their options. Nicky expressed a preference for using condoms and the pill but because of her medical condition could only achieve this some of the time. When relying solely on condoms Nicky felt she was placed at an unacceptably high risk of falling pregnant. Similarly, Maria, Teresa and Mandy were all using condoms for contraception because of a medical complication that prevented them from using the pill (cerebral hypertension, depression triggered by the pill, and long-term use of antibiotics). These women would have preferred the safety of the pill but felt forced instead to rely on condoms and relied on EC when condoms broke or were not used correctly.
Emily faced the opposite problem as she told me she was 'allergic to condoms'. When the pill was contraindicated by her regular need for antibiotics, she relied on abstinence or EC to protect her rather than being able to use condoms as an alternative.
A further two women in this group were thwarted by medical issues that were complicated by social issues. Selma's partner was unwilling to use condoms and she had previously fallen pregnant on the pill. At the time of the interview she was relying on EC as her sole contraceptive, and was very unhappy with this situation. She was exploring the possibility of having an intrauterine device inserted. Serena found taking the pill every day was difficult due to her hours as a shift worker and relied on EC when she missed pills. So while a high degree of control was desirable amongst this group, they felt external factors prevented them from achieving this state.
Risk takers
A third group of 13 women saw EC as part of their contraceptive strategy rather than a major disruption to it. I have defined them as 'risk takers' because they were comfortable with the risk inherent in using EC. For them the use of EC was not seen as a sign of an ineffective contraception strategy, but instead as an acceptable part of their overall contraceptive strategy, given the issues they were managing in their contraception. They did not take any specific steps to avoid needing EC again.
Some women were committed to a particular method that resulted in them occasionally needing EC as a back up. Eliza, Melany, Tina and Eve were committed to using condoms, Ruth was committed to using a diaphragm, and Jodie was committed to using the Billings' method. For these women, the fact that their commitment to these methods put them at occasional risk of needing EC was not enough to deter them. An extract from the interview with Eliza illustrates this commitment.
Eliza is a 25-year-old unemployed single woman, recently returned from overseas, and was living with a friend at the time of the interview. Despite the fact that using condoms has led to a need for EC on more than one occasion, Eliza shows no desire to increase her level of contraception. Her chosen method provides her with a sense of safety that the pill does not.
Other women in this group had a reasonably effective method but problems arose due to non-compliance. Their level of acceptance of risk ranged from a sense of fatalism about the likelihood of 'stuff-ups', to a reasoned decision to take the risk of needing EC to avoid other risks such as those associated with the pill or Depo-Provera ® . None of these women showed a desire to change to a 'safer' method. Sandra, Skye and Sophie used condoms inconsistently. Magda and Jane both used the pill but did so inconsistently, and Melissa used a combination of withdrawal and the rhythm method. Sam is an extreme example from this group as she rarely manages to implement her chosen strategy (condoms).
Sam is a 28-year-old single woman living with family. She works and studies.
Louise: So tell me about the first time you used the morning after pill.
Sam:
The In a way yeah I think I did. I wasn't thinking very much.
Jane had had several incidents of missed pills and did not regard this as a problem. She intended to continue using the pill in this way, and was comfortable using EC as a backup when she needed to. She was concerned, however, about the assumptions made by her provider about her sexual relationship.
Jane is 27 years old, works full time, owns her own home and has been in a relationship for 1 year. 
Caught short
The final group of five women all described their need for EC in terms of a sexual experience rather than their contraceptive choices. I have called this group of women 'caught short' as they describe an unplanned sexual experience in which they did not manage to implement their chosen contraceptive strategy. This group included women who preferred a high level of control over their contraception and those more comfortable with risk. For some it was their first sexual experience and for all of them it was the first time they had sex with a particular person. This experience was dominated by ideas of romance and feeling, much more so than for women having sex in a relationship. For these women a contraceptive strategy had not yet been devised or, if one had been, it was not effectively executed. Each woman describes the experience as unexpected and themselves as under-prepared. These women ranged in age from 19 to 46 years. Nicole discusses her experience of having sex for the first time.
Nicole is a 19-year-old student living at college. She had just ended a 2-month relationship at the time of the interview. 
Discussion
EC has the potential to be a valuable resource for both women and providers in attempting to manage fertility, but several barriers have prevented this potential from being fully realised. The history of contraception reveals that no new contraceptive technology has been introduced without controversy, and the interplay of powerful lobby groups. 19 However, EC has also been thwarted by the propagation of incorrect information and the persistence of myths both among women and providers. The stories presented here not only reveal what was different about how these women used EC, but also what was common to their experiences. Women were actively weighing up the benefits and disadvantages of different methods of contraception for themselves. Some of the factors that played a role in women's decision making about contraception included: the nature of the relationship; the nature of the sexual experience; their beliefs; advice (correct or incorrect) from health practitioners, friends or other 'experts'; their own health and perception of what is good or bad for their body; lifestyle implications of particular technologies; their own evaluation of the effectiveness of different contraceptives; and side effects. While most women could identify strategies that they actively choose and strategies they actively avoid, they were also aware that the best contraceptive strategy in theory might not always work in practice. To choose not to use the most effective technology available was not necessarily due to a lack of knowledge, but a different prioritising of issues to that of health care providers. Further research is needed to explore the different value systems and decision-making processes adopted by the two groups (users and providers) to encourage better communication and co-operation in the shared desire to most effectively use the available technologies.
The findings from this study challenge the types of assumptions that are often made about the users of EC. Contrary to popular perception, 'controllers' and 'thwarted controllers' show a high level of responsibility in planning and managing their contraception, while 'risk takers' were only seen to be taking risks in that they found the occasional use of EC to be an acceptable part of their overall contraceptive strategy. It is not surprising that a woman starting a new relationship could find herself unprepared and 'caught short'.
The four categories of users outlined here may not be exhaustive, and another researcher may have defined them differently, but the important finding is that users adopt subtly different approaches to using EC and respond to the need in different ways. Depending on the type of user, their needs at the time of accessing EC may differ substantially depending on their relationship status, contraceptive knowledge, and on the way they use EC. Some women may benefit from a discussion about their contraceptive strategy as use of EC may represent a crisis in their fertility management, while others are unlikely to benefit from this discussion as their alternative options may be very limited. Women like Jane may be offended by the implication that they are at risk of STDs, while others may well be at risk of STDs and may benefit from some discussion about this.
